One of the perils of clinical practice is the inability to identify subjects at high risk for potentially devastating events. One measure of this risk is the false negative rate (FNR) which determines the failure of a test to identify a group at high risk. Improved diagnostic tests that can identify accurately subjects at high risk for aspiration pneumonia are needed. Dr. Leder's study [1] identi®es some of the signi®cant issues that clinicians taking care of patients with swallowing problems, heretofore referred to as swallowologists, regularly encounter. In Dr. Leder's study, in which identi®cation of aspiration risk in acute stroke patients using a clinical, noninstrument-based examination is compared with that of endoscopy, the FNR for the clinical evaluation was 14% [1] . While Dr. Leder emphasized that the false positive rate for a clinical examination was too high (70%), the number that would cause greater concern to most clinicians is the 14% FNR. That FNR is a number where patients inadvertently get hurt. Furthermore, a 14% FNR brings particular devastation to the patient, their family, and other nonswallowologist caregivers because they are all initially told that the patient is in a safe clinical situation vis-aÁ-vis their swallowing problem.
Dr. Leder's results are strongly supported by previous work that addressed the issue of FNRs and the prediction of aspiration pneumonia in acute stroke patients with dysphagia [2] . That study compared the FNR for aspiration pneumonia between patients managed with video¯uoroscopy and patients managed with videoendoscopy with laryngopharyngeal sensory testing. The study showed that the FNR for uoroscopy was over 20%, while that for endoscopy was 0% [2] . This work underscores the importance of Dr. Leder's current study and adds further credence to his assertion that``even if the clinical examination is negative, visualization of the pharyngeal swallow is necessary'' [1] .
One common clinical situation that Dr. Leder's work will hopefully go a long way toward providing proper guidance for is where a bedside evaluation aloneÐat sites where both endoscopy and uoroscopy are availableÐresults in a dietary modi®cation for the patient. Intuitively, this type of clinical practice is dangerous for the patient. Now, ®nally, clinicians have real data that clearly point out the fallacy of relying on a bedside evaluation when instrumentation is possible for the patient.
